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Surgical Patients with Do-Not-Resuscitate (DNR) Orders:
An Analysis of Characteristics and Short-term Outcomes Among 8256 Patients
Hadiza S. Kazaure, Sanziana A. Roman, Julie Ann Sosa
Section of Endocrine Surgery, Department of Surgery, Yale University School of Medicine, New Haven, CT

Objective: Using data obtained from more than 120 hospitals participating in the American
College of Surgeons-National Surgical Quality Improvement Program (ACS-NSQIP, 2005-08),
the characteristics and outcomes of patients who underwent surgery with a DNR order were
examined.
Methods: Patients with a DNR order were matched by age and procedure, to those without a
DNR order. The main outcomes of interest were occurrence of postoperative complication(s) and
mortality ≤30 days of surgery. The χ2 test was used to analyze categorical variables and the
Student’s t and Wilcoxon tests were used for continuous variables. Multivariate logistic
regression was performed to determine independent risk factors associated with mortality among
DNR patients.
Results: There were 4128 DNR patients and 4128 age-matched and procedure-matched nonDNR patients in the study. Most DNR patients were white (81.5%), female (58.2%), and elderly
(mean age, 79 years). Compared to non-DNR patients, DNR patients had a higher complication
(26.4 vs. 31%, p<0.001) and mortality rate (8.4 vs. 23.1%, p<0.001). Nearly 63% of DNR
patients underwent non-emergent procedures; they sustained a 16.6% mortality rate, which was
3-fold higher than that of non-DNR patients (p<0.001). After controlling for > 40 risk factors in
multivariate analysis, DNR status remained independently associated with mortality (odds ratio
2.2, 95% confidence interval: 1.8-2.8, p<0.001). ASA class 3-5, age >65 years, and preoperative
sepsis were among risk factors independently associated with mortality among DNR patients.
Conclusions: Surgical patients with DNR orders have significant comorbidities; many sustain
postoperative complications, and nearly one in four die ≤30 days of surgery. DNR status appears
to be an independent risk factor for poor surgical outcome.
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NOTE

•

Accompanied by a JAMA-Archives press release titled “Do-Not-Resuscitate Orders
Associated With Poor Surgical Outcomes Even for Non-Emergency Procedures”, with
subsequent media coverage in Reuters, US News, and the like, and followed later by an
article in “Yale Medicine” titled “DNR orders emerge as a risk factor in surgery”, a
modified version of the work presented in this thesis was published in the JAMA surgical
journal “Archives of Surgery”: Kazaure HS, Roman SA, Sosa JA. “High mortality in
surgical patients with Do-Not-Resuscitate (DNR) orders: Analysis of 8,256 patients”.
Arch Surg. 2011 Aug;146(8):922-8. Epub 2011 Apr 18.

•

Funding for the study was provided by the Yale School of Medicine, Office of Student
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INTRODUCTION
DNR orders and the medical culture:
There are few things harder for a health care professional than not intervening when a
patient suffers cardiac arrest [1]; a Do-Not-Resuscitate order (DNR 1) precludes the use of
cardiopulmonary resuscitation (CPR) in a clinically unresponsive, pulseless patient [2] in arrest.
The question of who should decide whether to perform or withhold resuscitation was once easily
answered: the physician made the decisions about life and death [3]. The introduction of the
DNR order into the medical culture marked a pivotal change in the delivery of medical care; it
evolved to diminish a physician’s exclusive powers to determine recipients of resuscitation in
favor of greater respect for patient self-determination and autonomy [4,5]. Instead of instructing
a caregiver to deliver treatment, the DNR order is indeed the first legally sanctioned patient order
to their caregiver to withhold treatment [1,5].
The establishment of the DNR order in the medical culture did not occur without much
ado (Appendix 1). Recommendations from a President’s Commission, a raft of court rulings,
several guidelines from respected medical groups, and a federal law proved essential to not only
empower patients to institute DNR orders based on their expressed wish, but to prioritize also a
concept once quite abstract to the medical profession that “medical decisions should be based on
the informed preferences of individual patients and on considerations of the expected outcomes
of the therapies of interest” [6]. Largely because of the introduction of DNR orders into the
medical culture, “patients in the United States now have a well-established right to determine the

1

DNR is sometimes referred to as “do-not-attempt-resuscitation (DNAR)”, “No emergent CPR”, “No code”. This
paper uses the term DNR.
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goals of their medical care and to accept or decline any medical intervention that is
recommended to them by their treating physician” [7].
Historical background of DNR orders
The history of the DNR order began with that of CPR, the latter, an astonishing product
of ingenuity [8] and serendipity [9]. For eons, noting the onset of death was simple-when the
signs of life were absent, death was everlasting [8]. Then a half-century ago, thanks in part to
fortuitous discoveries in electrophysiology, a retired professor of engineering, a surgical resident,
and an engineering student combined external electrical shock, mouth-to-nose ventilation, and
closed chest compressions to jump-start life [8,9]. The team named their method
“cardiopulmonary resuscitation”, and reported their success in a landmark paper titled “Closed
Chest Cardiac Massage” [10] in 1960. CPR as we know it was thus ushered into the clinical
world. Due to its simplicity and non-invasiveness, CPR was rapidly implemented in the clinical
setting as an emergency procedure routinely administered to patients who experienced cardiopulmonary arrest [11].
It became swiftly evident that the routine application of resuscitation efforts to any
patient experiencing cardiopulmonary arrest may be a questionable act [5,12]. Responsible
stewardship of finite hospital resources was at stake, for resuscitation was often futile and futile
care provided to one patient inevitably diverted staff time and other resources away from other
patients who may benefit more [4,7]. Complications such as rib fractures, permanent
neurological deficits, and impaired functional status were common among the few patients who
were successfully resuscitated [13-15]. For resuscitated patients who did not survive to hospital
discharge, CPR transiently restored physiologic stability but prolonged patient suffering before
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death [1,4,12]. By the late 1960s, articles began appearing in the medical literature describing the
agony many terminally ill patients experienced from repeated resuscitations that only protracted
their death [5,8,9,16].
“Secretive resistance” [1] to the administration of CPR to all patients in cardiopulmonary arrest soon took root; “secret codes” sprang forth: In situations in which hospital staff
believed that CPR would not be beneficial, it became increasingly common for staff to either
refuse to call a “code 2 blue” or to perform a less than full resuscitation. Partial or sham
resuscitation attempts became more pervasive, and new terms, such as “chemical code,” “show
code”, “Hollywood code”, and “slow code,” entered hospital parlance [1,5]. Covert codes
embodied in peculiar ways to communicate who would not receive a full resuscitation attempt in
the event of cardiopulmonary arrest were developed at the institutional level. At some
institutions, these decisions were concealed as purple dots on the medical record or written as
cryptic initials in the patient’s chart; at other institutions, decisions to withhold CPR were simply
communicated as verbal orders passed on from shift to shift [5].
The use of clandestine codes to discourage the administration of CPR to select patients
was greeted with controversy and unease. Accusations of paternalism and covert decisionmaking were made, and concerns were raised regarding an erosion of trust between health care
workers and the public [1]. Disenchantment grew regarding the absence of an established
mechanism for advanced decision-making about resuscitation [5].
In 1974, the American Medical Association became the first professional organization to
propose that decisions to not resuscitate a patient should be formally documented in progress
2

Within the hospital setting, “code teams” of physicians and nurses are organized to respond to cardio-pulmonary
arrest.
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notes and communicated to all attending staff [17]. The position of the American Medical
Association regarding DNR orders was followed by a widespread movement towards the
development of explicit DNR policies at the hospital level. Overall, these policies helped fill the
void that had existed within healthcare institutions regarding the decision-making process
relating to assignment of DNR status and the communication of these decisions [5] .
Promotion of patient autonomy was at the core of the bioethical revolution that occurred
in the final 25 yrs of the 20th century [5]. This issue was the thrust of the influential report of the
1983 President’s Commission for the Study of Ethical Problems in Medicine and Bioethical
Behavioral Research [18]. Titled “Deciding to forego life-sustaining treatment: Ethical, medical,
and legal issues in treatment decisions”, the Commission supported DNR protocols based on
three value considerations: self-determination, well-being and equity[13,18]; it concluded that it
is permissible for competent patients to refuse life-sustaining treatment. It added that “any DNR
policy should ensure that the order not to resuscitate has no implications for any other treatment
decisions [4,13,18,19]. .
After percolating in the clinical and ethical realms, the DNR discourse soon entered the
legal domain. In 1988, New York became the first state to pass a statute governing DNR
orders[1,5,20]. Under the statute, every patient was presumed to have consented to CPR unless
there is consent to the issuance of a DNR order [20]. At present, presumed consent to CPR is the
norm nationally but almost all states have statutes with a well-characterized provision for a DNR
order [5]. For example, Connecticut law (Section 19a-580d) defines a DNR order "..as an order
written by a Connecticut licensed physician to withhold cardiopulmonary resuscitation, including
chest compressions, defibrillation, or breathing or ventilation by any assistive or mechanical
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means including, but not limited to, mouth-to-mouth, mouth-to-mask, bag-valve mask,
endotracheal tube, or ventilator” [21].
DNR orders: Reality check
The DNR order was introduced as a means to provide competent patients the chance to
express their right to refuse treatment [22,23]. However, numerous studies published in the late
1980s and early 1990s found that the reality of practice regarding resuscitation decisions fell well
short of this ideal of promoting patient self-determination. Most of the studies found that
physicians dominated the decision-making process, and that decisions were often made without
either patient or family input [4,12,22,24,25] .
In response to what was then a growing perception in the healthcare community that there
were substantial ethical shortcomings in the sensitive matter of executing advanced directives,
the Patient Self-Determination Act (PSDA) was passed in 1991. This US federal law required
that healthcare institutions receiving any type of federal funding (Medicare and Medicaid)
inform their patients about their medical decision-making rights, including the right to refuse
life-sustaining care such as CPR [22].
After the passage of the PSDA, a large scale, two-phased $29 million Study to
Understand Prognoses and Preferences for Outcomes and Risks of Treatments (SUPPORT) was
conducted from 1989 to 1994. Some aims of the study were to improve communication and
shared end-of-life decision-making between seriously ill patients and their physicians [13,26].
Using a subset of over 6000 patients, the SUPPORT investigators examined the association
between patients' preferences for resuscitation (along with other patient and physician
characteristics) and the frequency and timing of DNR orders. The investigators found that
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physician-related factors were still highly influential in decisions regarding DNR status, and that
discussions relating to a DNR status were often late and infrequent despite well-designed
interventions targeting physicians about the implementation of DNR orders [6].
Epidemiology of DNR orders among hospitalized and surgical patients:
Approximately 70% of patients in the United States die with a DNR order, which is often
written within the 3 days immediately preceding death [4,22]. The use of DNR orders has been
increasing over the past decades [27]. The rate of issuance of DNR orders increases with greater
severity of illness at admission [28,29]. These orders are generally associated with advanced
disease [6,30] and may be surrogate markers of impending death [2,4,22]. So prevalent are DNR
orders around the time of death that one author opined that “…the DNR order, a peculiarity of
the Western World at the close of the 20th century, has become a ritual acknowledgement of
impending death - a secularized, medicalized, technologized ceremony of "last rites"”[31].
Clemency and Thompson found that up to 83% of patients queried in a survey would
consider surgery with a preexisting DNR order [32]. It has been estimated that up to 15% of
patients with a DNR order undergo surgery [23,24,33,34]. Patients with a DNR order consent to
a variety of surgical procedures ranging from palliative surgery to aggressive attempts at
extension of life, which include but are not limited to insertion of tracheostomy or gastrostomy
tubes, bowel resections to relieve obstructions and vascular access surgery [32,35,36,37]. Indeed,
surgical management of clinical problems of seriously or terminally ill patients to alleviate the
acute sequelae, pain, and suffering associated with their illness has become an important
component of palliative care for such patients [39].The goals of surgical interventions in such
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patients include gaining “additional time” [1], improving quality of life, decreasing pain, or
treating isolated problems, such as a fracture [38].
DNR orders in the operative setting: The controversy
There has been considerable debate regarding the appropriateness of a DNR order in the
operating room; infact, most studies of surgical patients with DNR orders have focused on the
ethical implications of a DNR order in the perianesthesia period [34,36,38,40,41]. Examples of
ethical conundrums that arise in the perioperative period of surgical patients with DNR orders
include “should a DNR be suspended when a patient who is terminally ill undergoes a palliative
surgical procedure for debulking a tumor or relieving an obstruction? If the DNR order is
suspended, how soon after the procedure should it be reinstated?”[36,42] .
Three courses of action may be taken when a DNR patient enters the operating room: (1)
strict adherence to the DNR order (2) automatic suspension of the DNR order, and (3) “required
reconsideration” of the DNR order [33,39]. Proponents of honoring DNR orders in the operating
room center their argument on the ethical principle of respect for patient autonomy; those in
favor of rescinding the DNR order argue that intraoperative arrest of a seriously or terminally ill
patient should be considered a correctable side-effect of anesthesia and not a function of the
patient’s underlying disease or injury. In the latter view, CPR should be administered to the DNR
patient who experiences intraoperative arrest [4,33,39] .
Controversy over the perioperative management of patients with DNR orders has
culminated in a position of "required reconsideration" promoted by esteemed groups such as the
American College of Surgeons [43] and the American Society of Anesthesiologists [44] .
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According to “ST-19: Statement on Advance Directives by Patients: Do-Not-Resuscitate Orders
in the Operating Room” released by the American College of Surgeons [43]:
“When such (DNR) patients undergo surgical procedures and the accompanying sedation or
anesthesia, they are subjected to new and potentially correctable risks of cardiopulmonary
arrest. Furthermore, many of the therapeutic actions employed in resuscitation (for example,
intubation, mechanical ventilation, and administration of vasoactive drugs) are also an
integral part of anesthetic management, and it is appropriate that the patient be so informed.
The DNR status of such patients during the operative procedure and during the immediate
postoperative period may need to be modified prior to operation...The best approach is a
policy of "required reconsideration" of previous advance directives. The patient and the
physicians who will be responsible for the patient's care should discuss the new risks and the
approach to potential life-threatening problems during the perioperative period. The results
of such discussions should be documented in the record…The operative and anesthetic
permit should indicate that the patient or the duly authorized patient's representative has had
the opportunity to discuss and reconsider any advance directive. An example follows: In
preparation for your operative procedure and the immediate postoperative period, your
advance directive (such as "Do Not Resuscitate") may need to be modified. If you currently
have such an advance directive, it should be discussed with your surgeon and
anesthesiologist prior to the operative procedure.”
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STATEMENT OF PURPOSE
Whereas vibrant debate persists regarding the ethical component of DNR orders in the
perioperative period, there is a paucity of literature describing the characteristics of patients with
DNR orders who undergo surgery. Likewise, detailed outcome data for patients with DNR orders
who undergo surgery have thus far been sparse.
Wenger et al’s [35] subanalysis of DNR patients enrolled in the SUPPORT study may be
the only recent study on the outcomes of adult DNR patients who underwent surgery. The study
was published more than a decade ago and involved just 57 DNR patients. The aims of the study
were to evaluate whether patients with DNR orders were less likely to receive operations, and to
describe the characteristics, preferences and outcomes of patients with DNR orders who undergo
surgery. The authors found that DNR orders do not appear to hinder access to surgery and that
many patients with poor short-term prognoses choose and receive a wide variety of surgical
procedures; about half of the patients survived to hospital discharge.
Considering the scarcity of data, the overarching aims of our study were to examine the
characteristics and outcomes of surgical patients with DNR orders. Given the general
understanding that DNR status often indicates severe (if not terminal) illness on one hand
[2,31,45], and the theoretical expectation that DNR orders affect only outcomes of CPR on the
other hand, the hypotheses of this study are as follows:
-

Surgical patients with pre-existing DNR orders have multiple comorbid conditions

-

Surgical patients who undergo surgery with DNR orders have worse outcomes than
those without a DNR order; however, the DNR order itself is not independently
associated with poor outcomes.
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In order to explore these hypotheses, we performed a retrospective, cross-sectional
analysis of adult patients with a pre-existing DNR status who underwent surgery at more than
120 U.S. hospitals participating in the American College of Surgeons - National Surgical Quality
Improvement Program (ACS-NSQIP) captured in the Participant Use File for years 2005-08.
METHODS
Data
ACS-NSQIP collects data on 135 variables, including preoperative risk factors,
intraoperative variables, and 30-day postoperative morbidity and mortality for patients
undergoing major surgical procedures in both the inpatient and outpatient settings. Baseline
demographic and clinical characteristics, anesthesia type, operative details, and postoperative
data included in the ACS-NSQIP Participant Use Data File are prospectively collected by trained
nurses through chart review and patient follow-up [46] .
Patients
In ACS-NSQIP, a patient is deemed DNR “if the patient has had a DNR order written in
the physician’s order sheet of the patient’s chart, and it has been signed or co-signed by an
attending physician in the 30 days prior to surgery; (or) if the DNR order as defined above has
been rescinded immediately prior to surgery in order to operate on the patient” [46]. A “DNR”
variable is among 135 variables included in ACS-NSQIP database. In this study, adult (≥18
years) DNR patients who underwent surgery in the NSQIP (2005-08) data file were identified
using this variable.
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DNR patients were matched by age (± 3-year age window) and procedure (using
Current Procedural Terminology (CPT) codes) to non-DNR patients. The match ratio was 1:1.
Procedure matching was done using the “CPT” variable, which specifies the code of the primary
operative procedure included the database [46].
Baseline characteristics
Patient demographic characteristics included age, gender, race (White, Black, Hispanic,
unknown or other, which included but was not limited to American Indians, Alaska Natives,
Asians, or Pacific Islanders), transfer status (admitted from another care facility or from home)
and functional status (independent, partially or totally dependent) prior to their acute illness and
surgery.
Clinical characteristics included preoperative laboratory values (white blood cell [WBC]
count, hematocrit, albumin, and creatinine); inpatient vs. outpatient procedure; emergent vs. nonemergent surgery; American Society of Anesthesiologists (ASA) classification; prior operation
≤30 days of surgery, intraoperative blood transfusion requirement and occurrences such as CPR;
unplanned intubation or myocardial infarction; operative wound classification as defined by the
primary surgeon; and involvement of a surgical resident in the case. Preoperative laboratory
values were modeled as categorical variables using established laboratory cutoff values [47].
General comorbidities included hypertension requiring medication; diabetes mellitus (on
oral hypoglycemic medications or insulin); smoking status during the year prior to surgery;
chronic steroid use; and current alcohol use (defined as consumption of >2 drinks per day in the
two weeks prior to surgery). Pulmonary comorbidities were preoperative dyspnea at rest or with
moderate exertion, ventilator dependence, history of chronic obstructive pulmonary disease
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(COPD), and current pneumonia. Cardiovascular comorbidities included newly diagnosed or
worsening congestive heart failure (CHF) ≤30 days of surgery, myocardial infarction (MI) six
months prior to surgery, history of cardiac surgery or percutaneous coronary intervention (PCI),
angina, hypertension (on antihypertensive medications), and peripheral vascular disease,
including revascularization and rest pain. Hepatobiliary comorbidities included ascites ≤30 days
prior to surgery and preoperative esophageal varices. Renal comorbidities were acute renal
failure ≤24 hrs prior to surgery and dialysis dependence (≤2 weeks prior to surgery). Neurologic
comorbidities included history of paralysis such as hemiplegia, paraplegia and quadriplegia,
impaired sensorium ≤48 hrs prior to surgery, non-“drug-induced” preoperative coma, transient
ischemic attack, previous stroke with or without neurologic deficits, and presence of central
nervous system tumor. Nutritional/immune/other comorbidities included disseminated cancer,
chemotherapy 30 days prior to surgery, radiotherapy ≤90 days of surgery, substantial weight loss
(>10% loss in body weight in the six months preceding surgery), history of a bleeding disorder,
presence of an open wound prior to surgery, and preoperative sepsis.
Outcomes
Clinical outcomes of interest were occurrence of one or more postoperative
complications, reoperation, and death ≤30 days of surgery. Operative and hospital stay measures
of interest were total time spent in the operating room and hospital length of stay (LOS).
Complications, recorded as dichotomous outcomes in the dataset, were grouped into
major and minor categories as defined by Dimick et al [48]. Major complications included reintubation, failure to wean or ventilator use >48hrs, pneumonia, pulmonary embolism,
myocardial infarction, cardiac arrest requiring CPR, stroke, coma >24hrs , acute renal failure,
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renal insufficiency, wound dehiscence, deep wound infections, organ space infections, severe
sepsis, septic shock, and bleeding requiring ≥ 5units of blood. Minor complications were
superficial wound infection, urinary tract infection, deep venous thrombosis/thrombophlebitis,
and peripheral nerve injury.
Complications also were grouped by type or body system: respiratory (postoperative
pneumonia, pulmonary embolism, failure to wean from ventilator within 48 hours, and
unplanned intubation); cardiac (cardiac arrest, myocardial infarction); urologic (postoperative
renal insufficiency, renal failure requiring dialysis and urinary tract infection); neurologic
(postoperative stroke, coma >24 hrs, neurologic deficits); wound-related (superficial, deep, and
organ/space surgical site infections, wound dehiscence); septic (severe sepsis, septic shock); and
other (bleeding, deep vein thrombosis/ thrombophlebitis). Mortality rates of DNR and non-DNR
patients also were analyzed by the type of surgical procedure performed; procedures were
identified by Current Procedural Terminology (CPT) codes (Appendix 2).
Statistical analysis
Bivariate analyses comparing preoperative variables and outcomes of interest of DNR
and non-DNR patients were performed using two-tailed χ2 analysis for categorical variables and
two-sided t-test and Wilcoxon rank sum test for continuous variables. Continuous variables were
not transformed. All p values < 0.05 were considered significant.
Because the study was based on matched data, conditional logistic regression was used to
determine risk factors associated with mortality for the overall sample [49] in multivariate
analyses. To further explore the effect of DNR orders on mortality, propensity scores [50] for the
probability having a DNR order for all patients in the study based on the demographic and

19

clinical characteristics provided in the database were generated. We then constructed a
multivariate model in which the generated propensity scores were included as covariates.
Including the propensity scores in the model allowed us to determine whether it was the presence
of a DNR order or the characteristics typical of patients with DNR orders that affected mortality.
Separate multivariate stepwise logistic regression models were generated to determine
risk factors of 30-day postoperative mortality for DNR and non-DNR patients. For all
multivariate analyses, a p value < 0.20 on bivariate analyses was used to identify preoperative
variables that should be entered into multivariate regression models. A p value < 0.05 was the
significance criterion used to identify independent risk factors in multivariate regression models.
Adjusted odds ratios with 95% confidence intervals (CI) were then calculated and reported.
Data management and analyses were performed using SPSS for Windows version 17.0
software program (SPSS Inc, Chicago, Illinois) and SAS version 9.2 (SAS Institute, Cary, NC).
Data included in the ACS-NSQIP Participant Use Data File is de-identified; therefore, this study
was granted exemption by our institutional review board.
RESULTS:
Between 2005-2008, there were 4,167 cases of DNR patients in the ACS-NSQIP
Participant Use Data File database, which represent 0.65 % of cases captured in the database. A
99% match rate yielded 4,128 DNR patients and 4,128 age- and procedure-matched non-DNR
patients included in this study. As an example of the matching process, a 75-year old DNR
patient who underwent cholecystectomy was matched to one non-DNR patient aged 72-78 years
who also underwent cholecystectomy.
Patient characteristics
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The average age of the study sample was 79.1 (±1.6) yrs. As shown in Table 1, most
DNR patients were female, white, and elderly. Compared to non-DNR patients, DNR patients
were more likely to be admitted from an acute/chronic/other facility (p < 0.001) and have
functional impairment prior to surgery (p < 0.001). Approximately 27.1% and 12.8% of DNR
and non-DNR patients, respectively, lost their independent functional status in the time between
onset of illness and surgery (p<0.001).
Table 1. Demographic characteristics of DNR and non-DNR patients, ACS-NSQIP (2005-08)
1

CHARACTERISTIC (%)

DNR

Non-DNR

( n = 4,128)

( n = 4,128)

Age, yrs

MATCHED

18-44

4.7

4.7

45-64

17.0

17.0

65-79

29.7

29.7

≥ 80

48.7

48.7

Gender, female

58.2

54.1

Race

0.001
< 0.001

White

81.5

76.0

Black

6.8

10.0

Hispanic

3.2

4.5

Other/unknown

8.5

9.6

Transfer status
Home
Acute care facility
Chronic care facility
Other

< 0.001
68.2

87.3

8.3

4.7

22.2

7.2

1.3

0.7

Functional status prior to surgery

1

p value

< 0.001

Independent

42.2

71.7

Partially dependent

35.3

18.8

Totally dependent

22.5

9.6

Percentages have been rounded and may not add up to 100
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The mean number of comorbidities for the study sample was 3.6. DNR patients had a
mean of 4.3 comorbidities, while non-DNR patients had a mean of 3.1 comorbidities (p<0.001).
As shown in Table 2, DNR patients were more likely to have most of the comorbidities that were
analyzed including a recent history of CHF and MI; they also had higher rates of preoperative
blood transfusion and sepsis (all p≤0.001). There were no significant differences in rates of
history of percutaneous coronary intervention and previous cardiac surgery based on the
presence or absence of a preexisting DNR order.
Table 2. Comorbidities of DNR and non-DNR patients, ACS-NSQIP (2005-08 )

DNR

Non-DNR

(n = 4,128)

(n = 4,128)

p value

Diabetes

27.5

21.2

< 0.001

Hypertension

70.9

69.0

0.058

Current smoking

16.5

13.6

< 0.001

Alcohol use

4.5

2.5

< 0.001

Chronic steroid use

8.8

5.0

< 0.001

Congestive heart failure

9.4

4.5

< 0.001

Myocardial infarction

4.5

2.4

< 0.001

Percutaneous coronary intervention

10.0

10.3

0.635

History of cardiac surgery

14.7

13.9

0.299

Angina

2.6

1.6

0.002

Peripheral vascular disease

14.1

12.8

0.087

Rest pain

12.7

11.4

0.063

Ventilator-dependent

4.8

3.5

0.002

Chronic obstructive pulmonary disease

17.0

9.5

< 0.001

Pneumonia

5.9

2.3

< 0.001

Dyspnea

24.9

18.1

< 0.001

CHARACTERISTIC (%)
General

Cardiovascular

Pulmonary

Hepatobiliary
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Table 2 (cont’d). Comorbidities of DNR and non-DNR patients, ACS-NSQIP (2005-08 )
DNR

Non-DNR

p value

Ascites

6.7

3.6

< 0.001

Esophageal varices

0.7

0.2

0.001

Renal failure

3.8

1.7

< 0.001

Dialysis

7.8

4.8

< 0.001

Impaired sensorium

9.5

3.9

< 0.001

Transient ischemic attack

9.2

7.2

0.001

Stroke with neurologic deficits

14.3

6.3

< 0.001

Stroke without neurologic deficits

6.5

5.7

0.108

9.0

3.2

< 0.001

Disseminated cancer

8.1

3.6

< 0.001

Recent chemotherapy

3.3

1.4

< 0.001

Recent radiotherapy

1.5

0.8

0.008

Substantial weight loss

8.9

5.1

< 0.001

Bleeding disorder

21.1

14.9

< 0.001

Preoperative transfusion

2.4

0.9

< 0.001

Open wound

23.0

15.5

< 0.001

Preoperative sepsis

34.4

20.9

< 0.001

CHARACTERISTIC (%)

Renal

Neurologic

Paralysis

1

Nutritional/ Immune/ Other

1:

Paralysis includes quadriplegia, hemiplegia, paraplegia

As highlighted in Table 3, analysis of clinical and operative variables showed that DNR
patients were more likely to have low hematocrit levels (p<0.001), abnormal white blood cell
counts (p< 0.001), high serum creatinine (p = 0.001) and low serum albumin levels (p<0.001)
than non-DNR patients. DNR patients were more likely to have a higher ASA class (p < 0.001).
About 63% of DNR patients underwent non-emergent surgery, but as a group they were more
likely to have an emergent procedure than non-DNR patients (p<0.001). DNR patients were
more likely to receive an intraoperative blood transfusion than non-DNR patients (5.5% vs. 3.8%
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received 1 unit of blood, and 10% vs.7.5% received >1 unit of blood, respectively). Intraoperative MI, unplanned intubation, and cardiac arrest requiring CPR were rare (0.7%), and
occurrence of such intraoperative events in the groups was comparable (0.8% DNR and 0.6%
non-DNR, p=0.43). DNR patients had higher rates of contaminated or dirty operative wounds
(30.9% vs. 26.1%, p<0.001), and surgery without assistance of a surgical resident (45.3% vs.
37.0%, p<0.001).
Table 3. Clinical and operative characteristics of DNR and non-DNR patients
DNR
( n = 4,128)

Non-DNR
( n = 4,128)

p value

Albumin (<3.5g/dl)

71.3

50.3

< 0.001

Creatinine (>1.2mg/dl)

33.4

30.0

0.001

Hematocrit (<30%)

23.6

15.9

<0.001

CHARACTERISTIC1 (%)
Preoperative laboratory values

White blood cell count (cells/µL)

< 0.001

< 4000

5.1

4.8

4000-11000

58.9

68.2

>11000

36.0

27.0

34.6

24.1

Operative
Emergent surgery
ASA class

< 0.001

≤2

11.1

22.7

3

48.7

55.8

4

37.5

20.3

5

2.7

1.2

Intraoperative blood transfusion

1

< 0.001

< 0.001

None

84.4

88.8

1 unit

5.5

3.8

>1 unit

10.1

7.5

: Percentages have been rounded and may not add up to 100
ASA: American Society of Anesthesiologists
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Outcomes:
Unadjusted Outcomes
Unadjusted clinical outcomes are depicted in Figure 1. The overall complications rate
was 28.6%. DNR patients were 17% more likely to sustain ≥1 complication than non-DNR
patients (31% vs. 26.4%, p<0.001). There was no significant difference in the mean number of
complications DNR patients sustained compared to non-DNR patients (1.9 vs. 2 complications,
respectively; p = 0.70).
Figure 1. Unadjusted clinical outcomes of DNR vs. non-DNR patients, ACS-NSQIP (2005-08)
40
p < 0.001

DNR
Non-DNR

35
p < 0.001
31.0

p < 0.001

30

Percentage

26.4

26.2

25

23.1
20.3

20

p =0.542

15

10.3 10.8
10

8.4

5

0
Overall

Major

Minor

Mortality

Complications

As shown in Table 4, DNR patients were more likely to experience prolonged ventilator
use, septic complications and significant post-operative bleeding complications than non-DNR
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patients (p<0.05). There were no significant differences in rates of re-operation when DNR
patients were compared to non-DNR patients (10.5% vs. 9.3%, p = 0.055).
Table 4. Rates of complications among DNR and non-DNR patients by system or type
DNR

Non-DNR

(n = 4,128)

(n = 4,128)

p value

Cardiac arrest requiring CPR

1.2

1.5

0.337

Myocardial infarction

0.8

0.6

0.254

Failure to wean/ventilator > 48hrs

9.0

7.4

0.026

Re-intubation

3.6

4.4

0.121

Pneumonia

6.7

5.3

0.039

Renal insufficiency

1.3

0.9

0.138

Acute renal failure

2.0

1.4

0.034

Urinary tract infection

5.1

4.6

0.498

Stroke

0.9

1.0

0.495

Coma > 24hrs

1.0

0.4

0.002

Surgical site infections1

6.1

7.9

0.002

Dehiscence

1.3

1.1

0.368

12.3

9.7

< 0.001

Bleeding requiring ≥ 5 units of blood

1.7

1.0

0.017

DVT/thrombophlebitis

2.3

2.2

COMPLICATION
Cardiac

Pulmonary

Urologic

Central nervous system

Wound

Septic
Other

1

: Surgical site infections include superficial, deep and organ space wound infections.
CPR: cardiopulmonary resuscitation; DVT: deep venous thrombosis

0.186
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The overall mortality rate was 15.3%. Compared to non-DNR patients, more than twice
as many DNR patients died ≤30 days of surgery (8.4% vs. 23.1%, p < 0.001). DNR patients were
more likely to die than non-DNR patients regardless of the urgency of the surgical procedure
(35.5% vs. 17.8% for emergent procedures; 16.6% vs. 5.5% for non-emergent procedures, p
<0.001 for both). CPR was rare (1.7%), but more than 85% of DNR patients who received CPR
intra- or postoperatively died ≤30 days of surgery. The incidence of CPR and the association
between CPR and death (88% DNR vs. 83.3% non-DNR; p=0.489) were not significantly
different when DNR patients were compared to non-DNR patients.
The most common surgical specialties involved in the care of DNR patients were general
surgery (68.1%), followed by vascular surgery (25.1%), and orthopedics (4.1%). As shown in
Figure 2, colectomy (16.8%), lower extremity amputation (11%), and cholecystectomy (9.1%)
were the most common procedures performed in the study sample. Compared to non-DNR
patients, DNR patients had higher mortality rates after every procedure analyzed. Mortality rates
were highest after exploratory laparotomy for DNR and non-DNR patients (50.5% vs. 20.1%,
respectively); however, only about 4% of the study sample underwent this procedure.
Analyses of operative and hospital stay measures showed that DNR patients were more
likely to spend statistically longer total time in the operating room (157 vs. 151 minutes, p =0.
015) and have longer hospital LOS than non-DNR patients (14 vs.10 days, p <0.001). There was
no difference in the proportion of patients who were still in-hospital 30 days after their surgery
(3.8% DNR vs. 3.3% non-DNR, p = 0.213). Among patients discharged ≤ 30 days of surgery,
DNR patients were more likely to be discharged on a later post-operative day than non-DNR
patients (mean: 9.5 vs. 7.7 days, p < 0.001). Among patients who died ≤ 30 days of surgery,
DNR patients died earlier than non-DNR patients (mean: 10.1 vs. 12.7 days, p = 0.006).
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Figure 2. Unadjusted mortality rates of DNR vs. non-DNR patients by procedure

DNR

     Appendectomy

p = 0.184

Non-DNR

p = 0.086

     Femur fracture repair

p < 0.001

     Exploratory laparotomy

     Small bowel procedures

p < 0.001

     Cholecystectomy

p < 0.001

     Lower extremity amputation

p < 0.001

     Colectomy  

p < 0.001

0

40
20
Mortality rate (%)

60

Procedures done in ≥2% of the study sample (shown in decreasing frequency from bottom to top of y-axis

Adjusted Outcomes
After adjusting for more than 40 risk factors in multivariate analyses, a DNR order
remained an independent risk factor associated with death (adjusted odds ratio 2.2, 95%
confidence interval [CI]:1.8-2.8, p<0.001)(Figure 3). Results of our second multivariate model in
which propensity scores were included as a covariate were similar to the results found in the
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conditional logistic regression model; DNR orders remained independently associated with
mortality (adjusted odds ratio 2.1, 95% CI: 1.6-6.6, p<0.001) after controlling for the propensity
scores.
Figure 3. Multivariate analysis of factors independently associated with mortality among
8256 DNR and non-DNR patients, ACS-NSQIP (2005-08)

DNR
ASA 3
ASA 4
ASA 5
Ascites
Albumin < 3.5g/dl
Impaired sensorium
Preoperative sepsis
Disseminated cancer
Dialysis dependence
1

10
Odds Ratio
(x- axis is in logarithmic scale)

100

ASA class 3-5, disseminated cancer, preoperative sepsis, impaired sensorium, and low
serum albumin were associated with death in DNR and non-DNR patients (Table 5). Although
ASA class remained the strongest predictor of mortality in both groups, this risk factor was more
strongly associated with mortality in DNR patients than in non-DNR patients.
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Table 5. Independent1 risk factors associated with mortality in DNR and non-DNR patients
DNR
Non-DNR
OR

95% CI

OR

95% CI

3

3.8

1.9-7.6

3.4

1.6-7.1

4

6.8

3.4-13.7

7.2

3.4-15.3

5

18.5

8.1-42.5

11.6

4.2-32.2

RISK FACTOR
ASA class

Age (years)

Not an independent risk factor

65 - 79

1.6

1.2-2.1

-

-

≥ 80

2.0

1.6-2.6

-

-

Disseminated cancer

2.1

1.6-2.9

3.1

1.9-5.0

Ventilator dependence

2.3

1.6-3.4

Preoperative sepsis

1.8

1.5-2.2

Ascites

1.8

1.3-2.4

Impaired sensorium

1.7

1.3-2.2

1.9

1.3-3.0

Albumin (< 3.5g/dl)

1.8

1.4-2.3

2.2

1.6-3.0

Creatinine (> 1.2mg/dl)

1.7

1.4-2.0

Not an independent risk factor
2.2

1.6-3.0

Not an independent risk factor

Not an independent risk factor

Dialysis dependence

Not an independent risk factor

2.4

1.6-3.7

Emergent surgery

Not an independent risk factor

1.9

1.4-2.6

1

: Separate multivariate regression models (with death as dependent variable) were created for DNR

and non-DNR patients. Both models adjusted for > 40 risk factors.
OR: (adjusted) odds ratio; CI: Confidence Interval; ASA: American Society of Anesthesiologists
Referents: ASA class 1-2; Age < 65 yrs; Albumin > 3.5g/dl; Creatinine < 1.2mg/dl; “No/not present”
for all other of risk factors.
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DISCUSSION
We found that pre-existing DNR orders are relatively rare among surgical patients. The
prevalence of DNR orders increased with age; almost half of the patients in the study were aged
80yrs or older. Consistent with our hypothesis, surgical patients with DNR orders were more
likely to have multiple comorbid conditions; they also had higher rates of functional impairment
than age- and procedure-matched non-DNR surgical patients. These findings conform to the
observation that a DNR order is often a proxy for poor baseline health [2,4,5,30,31,45]. In
addition, we found that almost one in four DNR patients who underwent surgery in the ACSNSQIP dataset died within 30 days of surgery; the mortality rate of DNR patients was more than
twice the mortality rate of age and procedure matched non-DNR patients. After adjusting for
several demographic, clinical, and operative factors, we found that contrary to our hypothesis, a
DNR order was independently associated with an increased risk of 30-day post-operative
mortality.
The relatively high mortality rate of hospitalized DNR patients in this study echoes
results of the few prior studies in the literature. Wenger et al [35] analyzed outcomes of 57
patients with DNR orders who underwent surgery; the authors found that 52% died within 30
days of surgery. The most common procedure in their cohort was tracheostomy, which suggests
critical illness with possible prolonged ventilator dependence. This might explain the high
mortality rate observed in that study. The authors did not evaluate whether a DNR order was
independently associated with postoperative death.
In another study involving more than 12,000 Medicare patients, Wenger et al [30]
compared the outcomes of DNR patients ≥ 65 years (n=1,468) vs. non-DNR patients admitted to
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a medical service for treatment of congestive heart failure, acute myocardial infarction,
pneumonia, cerebrovascular accident, or hip fracture. The authors stratified DNR patients based
on when the DNR order was written (early [written on day 1 or 2] or late [written on day 3 or
later]). They found that sicker patients were assigned earlier DNR orders. After risk adjustment,
the authors found that DNR patients were 2-4 times more likely to die than non-DNR patients;
outcomes were relatively worse for patients whose DNR orders were written “late”.
Similarly, using a cohort of over 13,000 consecutive stroke patients admitted to 30
hospitals between years 1991-1994, Shepardson and collegues [45] explored the relationship
between DNR orders and in-hospital mortality. The authors found an increased risk of death for
DNR patients (n= 2,898) compared to non-DNR patients. After adjusting for multiple risk factors
using propensity scores, the odds ratio of mortality for DNR patients compared to non-DNR
patients in their study ranged from 2.4-34, depending on when the DNR order was written during
hospitalization. It is notable that both Wenger et al [30] and Shepardson et al [45] found an
approximate 2-fold adjusted risk of death for DNR patients with pre-existing DNR orders or
those whose orders were written around the 1st day of hospitalization. This suggests that at
baseline, hospitalized DNR patients have an increased risk of death compared to hospitalized
non-DNR patients.
The finding that DNR status remained independently associated with mortality even after
controlling for more than 40 risk factors in multivariate analyses, is the most striking result of
this study. Why does the presence of a DNR order correlate with an increased mortality risk?
Four possible explanations are worthy of consideration: The first is that a DNR order causes
death. Due to the inherent limitations of retrospective studies such as ours [51,52], it must be
emphasized that the independent association of DNR status with an increased risk of death found
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in our multivariate analysis, cannot imply causation. To prove a causal relationship between
DNR orders and mortality, a randomized controlled trial in which suitably matched surgical
patients who are arbitrarily assigned either a DNR order or a “no-DNR order”, and whose
outcomes are prospectively followed, will need to be conducted [31,52]. Such a study will be
ethically problematic.
The second logical explanation for the increased mortality risk associated with DNR
orders is that more patients with DNR orders died because CPR was not administered following
cardiac arrest. This line of reasoning is important given that DNR simply means “do not
resuscitate in the event of cardiac arrest”. In this study, CPR incidence and outcome fall well
short of explaining the mortality disparity between DNR and non-DNR patients. First, overall
incidence of cardiac arrest requiring CPR for DNR patients in this study was very low and
comparable to the incidence in non-DNR patients. Second, there was no significant difference in
the mortality rate of DNR patients who received CPR compared to that of non-DNR patients
who received CPR. Therefore, the outcome of CPR contributed only minimally to the mortality
difference observed between DNR patients and non-DNR patients. It is noteworthy that some
DNR patients received CPR in the course of their surgical care. CPR may have been performed
in patients who rescinded their DNR order but were still coded as DNR in the NSQIP dataset. As
has been mentioned earlier, honoring a DNR order in the perioperative period remains a matter
of debate [1,33,38,40,41,53].
The third explanation for the independent association between DNR orders and mortality
is that overall, DNR patients are clinically more complex patients than non-DNR patients. In
other words, a DNR order is a marker of clinical complexity that is not easily measurable. A
number of findings support this line of thought. These include the dramatic deterioration in the
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functional independence of DNR patients between illness and surgery, the finding that DNR
patients were more likely to be admitted from another care facility, the higher mean number of
comorbidities for DNR patients despite matching of patients, and the higher likelihood of DNR
patients to experience major post-operative complications such as prolonged ventilator use or
failure to wean off a ventilator. The fact that the mortality disparity between DNR patients and
non-DNR patients transcended procedure type, and was considerable despite a significant
overlap in the factors associated with mortality of DNR vs. non-DNR patients also buttresses this
point.
Overall, the aforementioned results and observations point to a poor physiologic reserve
or the frailty of DNR patients to withstand the rigors of surgical recuperation. Frailty is generally
considered a state of increased vulnerability to health-related stressors [54]. The definition and
application of the clinical syndrome of frailty as identified by assessment of a patient’s gait
speed, weight loss, grip strength, physical activity and exhaustion, continues to be subject of
debate [55]. Although there are currently no standardized measures of clinical factors such as
physiologic reserve or frailty [54-57], in congruence with other data [29,30,35,35,45], our results
do suggest that a DNR order, being an easily assessable categorical variable, is a proxy for a set
of unquantifiable or even unmeasurable vulnerability that compromises survival.
The fourth explanation for the mortality disparity between DNR and non-DNR patients is
that a DNR order negatively affects other treatment decisions. Although DNR literally means donot-resuscitate and not do-not-treat, the myriad treatment decisions that often surround a DNR
order may lead to its exportation to other aspects of care. Conscious or subconscious extension of
the preclusive meaning of a DNR order to other medical treatments or even nursing attention and
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care, may result in potentially inappropriate decisions to withhold or withdraw other lifesustaining treatments. Studies have found that this is sometimes the case [7,12,58-65].
Beach et al [58] examined the effect of DNR orders on the decisions of 241 physicians to
provide life-prolonging treatments other than CPR for patients near the end of life. The authors
found that the presence of a DNR order was negatively associated with physicians’ intent to
provide life-prolonging treatments unrelated to CPR. In a study of acute heart failure patients,
Chen et al [59] showed that DNR patients were less likely to receive any quality assurance
measures for acute heart failure, including assessment of left ventricular function,
anticoagulation, and non-pharmacologic interventions. These findings parallel the results of the
third phase of The Realistic Interpretation of Advanced Directives (TRIAD III) survey [63],
which was an internet-based study of General Surgery, Family, Internal and Emergency
Medicine attendings and residents regarding treatment decisions for patients with advance
directives. The survey posed a fictitious living will with and without additional clarification of
code status; the TRIAD III investigators found that adding “DNR” status to the clinical scenarios
in the survey significantly increased respondents’ rate of incorrectly withholding life-saving
interventions by 40%.
DNR patients may also endorse a global reduction in the intensity of their care. In a study
of DNR patients in a hospice setting, Hickman et al [62,66] found that up to 23% of DNR
patients did not want antibiotic therapy, and up to 89% did not want interventions involving the
use of feeding tubes or intravenous fluids. Using data captured in the Physician Orders for LifeSustaining Treatment (POLST) registry for the state of Oregon, Fromme et al [61] recently
examined the preferences for other treatments among persons with DNR orders compared to
those without DNR orders. The authors found that compared to persons without DNR orders,
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those with DNR orders had higher rates of limiting the scope of treatment interventions including
a higher likelihood to institute comfort care measures.
DNR patients in our study survived surgical operations i.e. almost all complications and
mortality occurred postoperatively. Given the data highlighted so far [58,59,61,62,63], it remains
a possibility that patient and provider factors contributed to our finding of increased risk of death
soon after surgery among patients with a preoperative DNR order. It is possible, for instance, that
higher rates of septic complications among DNR patients in our study are a reflection of poorer
infection control measures on the part of caregivers or patient choice against antibiotic therapy
(or both). Earlier deaths among DNR patients in this study may suggest rapid clinical
deterioration, or indicate a conversion of DNR patients to comfort care measures (or both).
The discussion thus far leads to an important question: “Do DNR patients die because
DNR orders increase their likelihood of death, or do they have DNR orders because they are
more likely to die?[67]” The evidence-based response to this question is not straightforward.
Existing data [19,58,62,68] suggest that a DNR order may have a patient- or physician-driven
ripple effect on other aspects of care. Likewise, existing data [30,45], including ours, suggest that
DNR status is indeed a good indicator of poor baseline health and overall prognosis.
Most DNR patients in our study underwent non-emergent procedures in spite of their
baseline complexity of illness. Interestingly, the mortality difference between DNR and nonDNR patients was higher after non-emergent procedures than emergent procedures (3-fold vs. 2fold respectively). The relatively high postoperative mortality among DNR patients following
non-emergent surgery raises concerns about the appropriateness of some of these procedures.
Assessment of the appropriateness of certain non-emergent procedures for the complex patients
that DNR patients are requires insight into the surgical judgment that steered the decision in
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favor of surgery. Exercising sound surgical judgment is a life-long goal of surgeons for which
data is sparse and objective assessment difficult. Characterized as the “knowledge, reasoning,
conscience or disciplined courage” [69] to know and decide when not to operate [70], the
surgical judgment to perform or not perform a non-emergent procedure on a very ill DNR patient
demands careful evaluation and discussion with each patient.
Limitations:
The limitations of this study largely stem from the fact that the NSQIP Participant Use
Data File is an administrative database: while there may be coding errors, NSQIP has been
validated [71]. Nonetheless, notable limitations include:
1. Markers of severity of illness such as cancer stage or type, severity of postoperative
complications, and the length of time DNR patients resided or where treated in other care
facilities before transfer for surgery are not captured in the database.
2.

Potentially relevant comorbidities common among elderly patients such as depression,
dementia, malnutrition and Parkinson’s disease are not included; assessment of the ability
to perform “Activities of Daily Living”, results of “Mini-Mental Examination”, “MiniCog” and timed “Up and Go” tests, all of which are relevant in the care of geriatric
patients are not included in ACS-NSQIP.

3. Neither postoperative treatment details nor decisions are captured in NSQIP; also,
information regarding legal oversight such as power of attorney and the impact of patient
surrogate involvement on treatment decisions, which may be relevant to this study, is not
included.
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4. NSQIP does not specify whether non-emergent procedures captured in the database were
elective or urgent. Thus, our finding of an increased risk of death among DNR patients
who underwent non-emergent procedures may have been affected by the possibility that
some of these procedures were urgent rather than entirely elective.
5. This study involves a subset of DNR patients who had a DNR order in the 30 days prior
to surgery. The expected short-term survival of these patients is not provided in the
database. Extrapolation of our results to gain insight into the outcomes of patients who
assume DNR status post-operatively or those who survive beyond 30 days of surgery,
may lead to flawed conclusions.
6.

Information regarding hospital-level characteristics such as location (rural vs. urban),
size (bed capacity), type (community vs. academic center; teaching vs. non-teaching
setting), case mix and volume, and the availability of intensive care specialists and
palliative care resources are not captured in ACS-NSQIP.

7. Analyses of cost of care were not performed because the database does not include any
cost-related data.
8. Specific details about discharge destination of patients such as rehabilitation centers or
nursing care homes are not captured in the database. Readmission data are also not
included.
9. The retrospective, cross-sectional design of this study limits causal inferences.
The strengths of our study include the use of the largest sample size of surgical patients
with DNR orders to date, the multi-institutional nature of the study, age- and procedurematching, and multivariate adjustment using a large number of comorbidities captured in ACSNSQIP; all of these attenuate biases related to patient and provider characteristics.
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Implications and Recommendations:
DNR patients may have surgery to gain “additional time” [1], but our study indicates that
many die shortly after surgery. In view of our results and the complex legal, ethical, and clinical
aspects of having a DNR order, we propose that issues pertaining to DNR status should be
anticipated and discussed long before the 30-day period leading to an operation.
Informed consent and elicitation of the goals of surgery, especially as they relate to
overall goals of patient care, extent and quality of life, are essential for guiding surgical decisions
involving DNR patients and their families. The delicate issue of eliciting informed consent is
based on three general requirements: (1) the patient must be given information regarding the
nature, alternatives, risks, and benefits of the procedure (2) the patient must be competent to
process the information provided and understand the import of their decision; and (3) the patient
must be free from coercion [72,73]. Fulfillment of the first requirement could be achieved
optimally with objective data, which has been scarce until now. With this study, we provide
objective and robust data that could serve as a valuable counseling tool to guide those difficult
discussions regarding the risks of surgery for DNR patients who often have severe illness.
These data and results of several other published studies [4,6,30,22,28,29,31] strongly
suggest that in addition to a tendency to symbolize being very ill and elderly, in current times, a
DNR order is entangled with that sublime euphemism for the beginning of death commonly
termed the “end-of life”. A DNR order appears to be an excellent marker for identifying patients
at the very end of life, and studying such patients could provide an excellent opportunity to learn
about the quality of end-of-life surgical care in the hospital [83]. A prospective study comparing
the outcomes of clinically similar DNR patients who undergo surgery without rescinding their
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DNR order versus those who rescind their DNR order could potentially shed light on how DNR
status affects post-operative care. Additional research is certainly needed to (1) evaluate the
impact of a preoperative DNR order on postoperative surgical care, (2) determine the long-term
outcomes of DNR patients by procedure, and (3) explore the decision-making process
surrounding a patient’s consent to undergo a non-emergent procedure despite poor baseline
health and a pre-existing DNR order.
Optimal patient-provider decision making regarding DNR status, advanced directives,
and end-of life care requires skilled communication techniques. One study found that the
attitudes, skills, and knowledge of house staff were key determinants of whether such advanced
directive decisions were addressed [74]. A number of qualitative studies and literature reviews
have indicated that the proficiency of resident physicians in the end-of-life decision-making
domain is largely inadequate [74-77]. A study of ACGME Requirements for End-of-life Training
in Selected Residency and Fellowship Programs found that surgical specialties had the fewest
requirements for end of life care training; infact, most surgical specialties contained no end-oflife training requirement except ethics [78,79]. It appears that the identified deficiency in end-oflife training among surgical residents is being addressed, albeit gradually [79,80]. Considering
that residents are the physicians who spend the most time with hospitalized patients and often
initiate or assist with the DNR and end-of-life decision-making process[81,82], formal training
of surgical residents (as well as other care-providing staff) on issues relating to advance
directives and end-of life care remains critical to the delivery of appropriate care to surgical
patients with DNR orders.
In response to our published data, one editorial began thus: “Some of the most unpleasant
yet memorable conversations we have as surgeons include those conducted in the wee hours of
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the night with (DNR) patients facing terminal illness plus an acute surgical emergency. Often we
experience the all-too-familiar ethical squeeze play-why am I the one to conduct this sad,
wrenching conversation when the patient has already chosen to let death take its course?[84]
(emphasis with italics mine).”The prevailing association of DNR status with severe or terminal
illness makes the perception of the futility of otherwise indicated interventions for these patients
an inherent danger. This danger is especially prominent among house staff physicians. In one
survey of 233 physicians (of whom 155 were medicine and surgery residents), 43% of physicians
indicated that they would withhold blood products, 32% would not give antibiotics and 21%
would not give intravenous fluids to a patient with a DNR order [24]; some residents believe that
diagnostic tests including fever work-ups should not be ordered when a patient has a DNR order
[85]. Many residents misinterpret DNR status with futility [77]. Medical futility is a poorly
understood concept [7,86] for which unilateral assumption could prove unwise [87]; studies are
needed to discern the perspectives of surgical patients with DNR orders about their thoughts on
what constitutes futility of care as well as their preferences for treatment modalities other than
CPR.
Personalized, one-on-one discussion remains the best method to understand the treatment
preferences of a surgical patient with a DNR order. Alas, surgical emergencies or urgencies do
not represent an ideal time to initiate an extensive discussion on treatment preferences and goals
of care. Nonetheless, utilization of the Physician Orders for Life-Sustaining Treatment (POLST)
in the surgical world could improve awareness of the treatment preferences of surgical patients
with DNR orders. This, especially given that the POLST forms can be filled out well before an
intervention is needed, and data is accessible from any point of care by accessing the POLST
central registry [61]. Completed by health professionals based on conversations with willing
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patients, POLST forms capture data for preferences regarding CPR, scope of treatment, artificial
nutrition by tube, and in some states, antibiotic use[61]. POLST measures have been shown to be
effective in influencing the care that patients receive[62,88] .
The demographic heterogeneity of surgical patients with DNR orders found in this study
is worthy of note. Similar to findings of other studies [29,45,68], the majority of DNR patients in
this study were elderly, female and white. Some questions arise: Are there demographic
variations in patient-physician discussions regarding DNR orders and other issues relating to
advanced directives? Are elderly, white women more willing to assume (or be ascribed) a DNR
status? Are they more likely to undergo surgery while being DNR compared to non-elderly, nonwhite, male patients? It is unclear whether the observed demographic variations are a result of
demographic disparities in the assumption of DNR status or with respect to undergoing surgery
after assumption of DNR status. Moreover, we found that almost half of DNR patients
underwent surgery without the assistance of a surgical resident, which was significantly higher
than the rate among non-DNR patients. Although attendings in teaching hospitals may operate
without resident involvement, a more likely explanation is that a significant proportion of DNR
patients receive surgical care from non-teaching hospitals. Disparities in access to surgical care
for DNR patients are possible. Investigation of potential disparities relating to demographic
factors and access to surgical care for patients with DNR orders is beyond the reach of these data
but merits exploration. This is important given that such factors appear to have an impact on
outcomes of DNR patients [30,68] as found in this study.
In summary, we found that surgical patients with pre-existing DNR orders are often
elderly comorbid patients who undergo a wide variety of surgical procedures, and have a 30-day
mortality rate that is significantly higher than predicted by their demographic and clinical
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characteristics. In this aging population in which patients aged ≥65years comprise the majority of
the surgical pool [54,89], in this era geared towards patient-centered care, in this period where
injection of the term “death panel”[90] into the health care discourse sent shivers down the spine
of reform, the need for better understanding of matters relating to the care of patients with DNR
orders has never been greater.As physicians for whom a patient’s consent is sine qua non to the
practice of their profession, as critical providers of decisive care and palliative therapy, there is a
pressing need for surgeons to prioritize the study of issues relating to the surgical care of patients
with DNR orders, so as to uphold their fiduciary obligation to provide care that is consistent with
their patients’ preferences within the limits of their professional mandate.

43

REFERENCES:

1. Ewanchuk M, Brindley P. Ethics review: Perioperative do-not-resuscitate orders - doing
'nothing' when 'something' can be done. Crit Care. 2006;10(4):219.
2. Loertscher L, Reed DA, Bannon MP, Mueller PS. Cardiopulmonary Resuscitation and DoNot-Resuscitate Orders: A Guide for Clinicians. Am J Med. 2010;123(1):4-9.
3. Bedell SE, Delbanco TL. Choices about Cardiopulmonary Resuscitation in the Hospital. N
Engl J Med. 1984;310(17):1089-1093.
4. Weiss GL, Hite CA. The Do-Not-Resuscitate decision: The context, process, and
consequences of DNR orders. Death Stud. 2000;24(4):307-323.
5. Burns JP, Edwards J, Johnson JJD, Cassem NH, Truog RD. Do-not-resuscitate order after 25
years. Crit Care Med. 2003;31(5):1543-1550.
6. Hakim RB, Teno JM, Harrell Jr. FE, et al. Factors Associated with Do-Not-Resuscitate
Orders: Patients' Preferences, Prognoses, and Physicians' Judgments. Ann Intern Med.
1996;125(4):284-293.
7. Cantor MD, Braddock CH, Derse AR, et al. Do-Not-Resuscitate Orders and Medical Futility.
Arch Intern Med. 2003;163(22):2689-2694.
8. Jones GK, Brewer KL, Garrison HG. Public Expectations of Survival Following
Cardiopulmonary Resuscitation. Acad Emerg Med. 2000;7(1):48-53.
9. DeBard ML. Cardiopulmonary resuscitation: analysis of six years' experience and review of
the literature. Ann Emerg Med. 1981;10(8):408-16.
10. Kouwenhoven WB, Jude JR, Knickerbocker GG. Closed-chest cardiac massage. JAMA.
1960;173:1064-1067.
11. Council on Ethical and Judicial Affairs, American Medical Association. Guidelines for the
appropriate use of do-not-resuscitate orders. JAMA. 1991;265(14):1868-71.
12. Evans AL et al. The do-not-resuscitate order in teaching hospitals. JAMA.
1985;253(15):2236-9.
13. Yuen J, Reid MC, Fetters M. Hospital do-not-resuscitate orders: why they have failed and
how to fix them. Journal of general internal medicine. 2011;26(7):791-797.
14. Klassen GA, Broadhurst C, Peretz DI, Johnson AL. Cardiac resuscitation in 126 medical
patients using external cardiac massage. Lancet. 1963;15(1):1290-2.

44

15. Ayers WR DJ. Cardiopulmonary resuscitation: review of one year's experience
in a general hospital. N Y State J Med. 1964;64:1929-1932.
16. Symmers WS Sr. Not Allowed to Die. Br Med J. 1968;1:442.
17. American Heart Association. Standards and guidelines for cardiopulmonary resuscitation
(CPR) and emergency cardiac care (ECC): medicolegal considerations and recommendations.
JAMA. 1974;227(suppl):864–866.
18. President’s Commission for the Study of Ethical Problems in Medicine and Biomedical and
Behavioral Research. Deciding to forego life-sustaining treatment: a report on the ethical,
medical and legal issues in treatment decisions. Washington, DC: The Commission. 1983.
19. Hemphill JC. Do-not-resuscitate orders, unintended consequences, and the ripple effect.
Critical care. 2007;11(2):121-121.
20. Kamer RS, Dieck EM, McClung JA, White PA, Sivak SL. Effect of New York state's do-notresuscitate legislation on in-hospital cardiopulmonary resuscitation practice. Am J Med.
1990;88(2):108-112
21. Coppolo George (Connecticut), Chief Attorney. A living Will and a Do-Not-Resuscitate
(DNR) order. www cga ct gov/2005/rpt/2005-R-0455 htm. 2005;Accessed 1/23/2012.
22. Morrell ED, Brown BP, Qi R, Drabiak K, Helft PR. The do-not-resuscitate order:
associations with advance directives, physician specialty and documentation of discussion 15
years after the Patient Self-Determination Act. J Med Ethics. 2008;34(9):642-647.
23. Margolis JO, McGrath BJ, Kussin PS, Schwinn DA. Do not resuscitate (DNR) orders during
surgery: ethical foundations for institutional policies in the United States. Anesthesia &
Analgesia. 1995;80(4):806-809.
24. La Puma J, Silverstein MD, Stocking CB, Roland D, Siegler M. Life-Sustaining Treatment:
A Prospective Study of Patients With DNR Orders in a Teaching Hospital. Arch Intern Med.
1988;148(10):2193-2198.
25. Bedell SE, Pelle D, Maher PL, et al . Do-not-resuscitate orders for critically ill patients in the
hospital. How are they used and what is their impact?JAMA. 1986;256:233-237.
26. SUPPORT Principal Investigators , Connors AF,Jr, Dawson NV, et al. A Controlled Trial to
Improve Care for Seriously III Hospitalized Patients: The Study to Understand Prognoses and
Preferences for Outcomes and Risks of Treatments (SUPPORT). JAMA. 1995;274(20):15911598.
27. Cherniack EP. Increasing use of DNR orders in the elderly worldwide: whose choice is it? J
Med Ethics. 2002;28(5):303-307.

45

28. Shepardson LB, Youngner SJ, Speroff T, O'Brien RG, Smyth KA, Rosenthal GE. Variation
in the Use of Do-Not-Resuscitate Orders in Patients With Stroke. Arch Intern Med.
1997;157(16):1841-1847.
29. Wenger NS, Pearson ML, Desmond KA, et al. Epidemiology of do-not-resuscitate orders:
Disparity by age, diagnosis, gender, race, and functional impairment. Arch Intern Med.
1995;155(19):2056-2062.
30. Wenger NS, Pearson ML, Desmond KA, Brook RH, Kahn KL. Outcomes of patients with
do-not-resuscitate orders: Toward an understanding of what do-not-resuscitate orders mean and
how they affect patients. Arch Intern Med. 1995;155(19):2063-2068.
31. Sulmasy DP. Do Patients Die Because They Have DNR Orders, or Do They Have DNR
Orders Because They Are Going to Die?[Editorial]. Med Care. 1999;37(8):719-721.
32. Clemency MV TN. Do not resuscitate orders in the perioperative period: patient perspectives.
Anesth Analg. 1997;84(4):859-64.
33. Truog RD, Waisel DB, Burns JP. Do-not-resuscitate orders in the surgical setting. The
Lancet. 2005;365(9461):733-735.
34. Truog R.D. " Do-not-resuscitate” orders during anesthesia and surgery. Anesthesiology.
1991;74:606-608.
35. Wenger NS, Greengold NL, Oye RK, et al. Patients with DNR orders in the operating room:
surgery, resuscitation, and outcomes. J Clin Ethics. 1997;8:250-257.
36. Clemency MV, Thompson NJ, Mph . "Do Not Resuscitate" (DNR) Orders and the
Anesthesiologist: A Survey. Anesthesia & Analgesia. 1993;76(2):394-401.
37. Clemency MV, Thompson NJ. Do not resuscitate orders in the perioperative period: patient
perspectives. Anesth Analg. 1997;84(4):859-864.
38. Guarisco KK. Managing do-not-resuscitate orders in the perianesthesia period. J Perianesth
Nurs. 2004;19(5):300-307.
39. Jones JW, McCullough LB. Just how far goes DNR? J Vasc Surg. 2008;48(6):1630-1632.
40. Ball KA. Do-Not-Resuscitate Orders in Surgery: Decreasing the Confusion. AORN.
2009;89(1):140-150.
41. Cohen B, Cohen P. Sounding board: do-not-resuscitate order in the operating room. N Engl J
Med. 1991;325:1879-1882.
42. Jones JW, McCullough LB. The ethical hierarchy of do not resuscitate orders: Never say
never. J Vasc Surg. 2010;52(5):1384-1386.

46

43. American College of Surgeons. Statement of the American College of Surgeons on advance
directives by patients. "Do not resuscitate" in the operating room. Bull Am Coll Surg.
1994;79(9):29.
44. American Society of Anesthesiologist: Ethics Committee. Ethical quidelines for the
anesthesia care of patients with Do-not-resuscitate orders or other directives that limit treatment.
http://www asahq org/For-Members/Standards-Guidelines-and-Statements aspx .Accessed
January 23rd, 2012.
45. Shepardson LB, Youngner SJ, Speroff T, Rosenthal GE. Increased Risk of Death in Patients
With Do-Not-Resuscitate Orders. Med Care. 1999;37(8):727-737.
46. American college of Surgeons -National Surgical Quality Improvement Program. ACSNSQIP User Guide for the 2008 Participant Data Use File.2009.
http://www.acsnsqip.org/main/puf/documents/pdfs/ACS_NSQIP_Participant_User_Data_File_U
ser_Guide.pdf.Accessed January 23rd,2012.
47. Cabot RC, Harris NL, Shepard JO, et al. Normal Reference Laboratory Values. N Engl J
Med. 2004;351(15):1548-1563.
48. Dimick JB, Chen SL, Taheri PA, Henderson WG, Khuri SF, Campbell J,Darrell A. Hospital
costs associated with surgical complications: A report from the private-sector National Surgical
Quality Improvement Program. J Am Coll Surg. 2004;199(4):531-537.
49. Nagelkerke NJD, Moses S, Plummer FA, Brunham RC, Fish D. Logistic regression in casecontrol studies: The effect of using independent as dependent variables. Stat Med.
1995;14(8):769-775.
50. Hemmila MR, Birkmeyer NJ, Arbabi S, Osborne NH, Wahl WL, Dimick JB. Introduction to
Propensity Scores: A Case Study on the Comparative Effectiveness of Laparoscopic vs Open
Appendectomy. Arch Surg. 2010;145(10):939-945.
51. Barnett ML, Hyman JJ. Challenges in interpreting study results: The conflict between
appearance and reality. The Journal of the American Dental Association. 2006;137(suppl 2):32S36S.
52. Daya S. Characteristics of good causation studies. Semin Reprod Med. 2003;21(1):73-83.
53. Waisel DB, Burns JP, Johnson JA, Hardart GE, Truog RD. Guidelines for perioperative donot-resuscitate policies. J Clin Anesth. 2002;14(6):467-473.
54. Robinson TN, Eiseman B, Wallace JI, et al. Redefining Geriatric Preoperative Assessment
Using Frailty, Disability and Co-Morbidity. Ann Surg. 2009;250(3):449-455.

47

55. Tan K, Kawamura YJ, Tokomitsu A, Tang T. Assessment for frailty is useful for predicting
morbidity in elderly patients undergoing colorectal cancer resection whose comorbidities are
already optimized. Am J Surg. 2011.08.012. In press.
56. Makary MA, Segev DL, Pronovost PJ, et al. Frailty as a Predictor of Surgical Outcomes in
Older Patients. J Am Coll Surg. 2010;210(6):901-908.
57. McGory ML, Kao KK, Shekelle PG, et al. Developing quality indicators for elderly surgical
patients. Ann Surg. 2009;250(2):338-347.
58. Beach MC, Morrison RS. The Effect of Do-Not-Resuscitate Orders on Physician DecisionMaking. J Am Geriatr Soc. 2002;50(12):2057-2061.
59. Chen JLT, Sosnov J, Lessard D, Goldberg RJ. Impact of do-not-resuscitation orders on
quality of care performance measures in patients hospitalized with acute heart failure. Am Heart
J. 2008;156(1):78-84.
60. Coppola KM, Bookwala J. Elderly Adults' Preferences for Life Sustaining Treatments: The
Role of Impairment, Prognosis.. Death Stud. 1999;23(7):617.
61. Fromme EK, Zive D, Schmidt TA, Olszewski E, Tolle SW. POLST Registry Do-NotResuscitate Orders and Other Patient Treatment Preferences. JAMA.2012;307(1):34-35.
10.1001/jama.2011. In press
62. Hickman SE, Nelson CA, Moss AH, Tolle SW, Perrin NA, Hammes BJ. The consistency
between treatments provided to nursing facility residents and orders on the physician orders for
life-sustaining treatment form. J Am Geriatr Soc. 2011;59(11):2091-9.
63. Mirarchi FL, Costello E, Puller J, Cooney T, Kottkamp N. TRIAD III: Nationwide
Assessment of Living Wills and Do Not Resuscitate orders. J Emerg Med. (0).
10.1016/j.jemermed.2011.07.015. In press.
64. Prendergast T. Increasing incidence of withholding and withdrawal of life support from the
critically ill. Am J Respir Crit Care Med. 1997;155:15-20.
65. Prendergast T. Withdrawal of life support: intensive caring at the end of life. JAMA.
2002;288:2732–2740.
66. Hickman SE, Nelson CA, Moss AH, et al. Use of the Physician Orders for Life-Sustaining
Treatment (POLST) Paradigm Program in the Hospice Setting. J Palliat Med. 2009;12(2):133141.
67. Sulmasy DP. Do patients die because they have DNR orders, or do they have DNR orders
because they are going to die? Med Care. 1999;37:719-721.

48

68. Zweig SC, Kruse RL, Binder EF, Szafara KL, Mehr DR. Effect of Do-Not-Resuscitate
Orders on Hospitalization of Nursing Home Residents Evaluated for Lower Respiratory
Infections. Je Am Geriatr Soc. 2004;52(1):51-58.
69. Bartlett RM. The teaching of surgical judgment. Am J Surg. 1971;12(3):220-2.
70. Jones JW, McCullough LB. Futility and surgical intervention. J Vasc Surg. 2002;35(6):1305.
71. S.F. Khuri, J. Daley, W. Henderson et al. The Department of Veterans Affairs' NSQIP: the
first national, validated, outcome-based, risk-adjusted, and peer-controlled program for the
measurement and enhancement of the quality of surgical care: National VA Surgical Quality
Improvement Program. Ann Surg 228. 1998:491-507.
72. Ivashkov Y, Van Norman GA. Informed Consent and the Ethical Management of the Older
Patient. Anesthesiology Clinics. 2009;27(3):569-580.
73. Jones JW, McCullough LB, Richman BW. Informed Consent: It's Not Just Signing a Form.
Thoracic Surgery Clinics. 2005;15(4):451-460.
74. Deep K, Griffith C, Wilson J. Discussing preferences for cardiopulmonary resuscitation:
what do resident physicians and their hospitalized patients think was decided? Patient Educ
Couns. 2008;72(1):20-25.
75. Siddiqui M, Holley J. Residents' practices and perceptions about do not resuscitate orders and
pronouncing death: an opportunity for clinical training. The American journal of hospice
palliative care. 2011;28(2):94-97.
76. Ramrez-Rivera J, Cnova-Daz C, Hunter Mellado R. Knowledge and implementation of the
DNR in internal medicine teaching programs. P R Health Sci J. 2010;29(2):96-101.
77. Gorman TE, Ahern SP, Wiseman J, Skrobik Y. Residents' End-of-Life Decision Making with
Adult Hospitalized Patients: A Review of the Literature. Academic Medicine.Featured Topic:
End-of-Life Care. 2005;80(7):622-633.
78. Weissman DE, Block SD. ACGME Requirements for End-of-life Training in Selected
Residency and Fellowship Programs: A Status Report. Academic Medicine. 2002;77(4):299-304.
79. Grossman E, Posner MC, Angelos P. Ethics education in surgical residency: Past, present,
and future. Surgery. 2010;147(1):114-119.
80. Thirunavukarasu P, Brewster LP, Pecora SM, Hall DE. Educational intervention is effective
in improving knowledge and confidence in surgical ethics—a prospective study. Am J Sur.
2010;200(5):665-669.
81. Buss MK, Alexander GC, Switzer GE, Arnold RM. Assessing competence of residents to
discuss end-of-life issues. J Palliat Med. 2005;8(2):363-71.

49

82. Gorman A, Wiseman P, Skrobik Y. Residents' End-of-Life Decision Making with Adult
Hospitalized Patients: A Review of the Literature. Academic Medicine.Featured Topic: End-ofLife Care. 2005;80(7):622-633.
83. Sulmasy DP, Sood JR, Ury WA. The Quality of Care Plans for Patients With Do-NotResuscitate Orders. Arch Intern Med. 2004;164(14):1573-1578.
84. McCoy KL, Carty SE. Surgery and Do-Not-Resuscitate Orders: The Real Risks Defined:
Comment on "High Mortality in Surgical Patients With Do-Not-Resuscitate Orders". Arch Surg.
2011;146(8):928-929.
85. Muller JH. Shades of blue: the negotiation of limited codes by medical residents. Soc Sci
Med. 1992;8:885-98.
86. Jones JW, McCullough LB. To transfer or not to transfer, that is the question. J Vasc Surg.
2009;49(5):1337-1338.
87. White DB, Pope TM. The Courts, Futility, and the Ends of Medicine.
JAMA.2012;307(2):151-152.
88. Hammes BJ, Rooney BL, Gundrum JD, Hickman SE, Hager N. The POLST Program: A
Retrospective Review of the Demographics of Use and Outcomes in One Community Where
Advance Directives Are Prevalent. J Palliat Med. 2012;In press.
89. Etzioni DA, Liu JH, O'Connell JB, Maggard MA, Ko CY. Elderly patients in surgical
workloads: A population-based analysis. Am Surg. 2003;69(11):961-965.
90. Rutenberg J, Calmes J. False 'Death Panel' Rumor Has Some Familiar Roots. The New York
Times. August 13, 2010; Accessed January 23rd, 2012.

50

Appendix 1: Important events in the history of DNR orders in the United States
1960

Koewenhoven et al describe modern CPR
Articles highlighting the ethical, clinical and legal concerns about the

Late 1960’s
appropriateness of CPR
DNR status begins to be formalized; respect of patient autonomy begins to
1970’s
take center stage
American Medical Association proposes the formal documentation of DNR
1974
orders in patient charts
Introduction of hospital-level policies regarding decisions about resuscitation
1976
status, thus ushering an era of explicit DNR policies
Report of the 1983 President’s Commission, entitled “Deciding to forego
1983

life-sustaining treatment: Ethical, medical, and legal issues in treatment
decisions” is published.
The Joint Commission on Accreditation of Health Care Organizations
(JCAHO) mandates that formal hospital-level policies regarding the writing

1988

of DNR orders will be required as part of the hospital accreditation process.

New York becomes the first state to pass a statute governing DNR. Several
states follow suit.
1991

Patient Self-Determination Act (PSDA) passed
By 1999, more than 40 states had enacted out-of-hospital DNR statutes or

Late 90’s
protocols
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Appendix 2: Groupings of Current Procedural Terminology (CPT) codes for common1
procedures done in DNR patients, ACS-NSQIP (2005-08)
Colectomy

44140,44141,44143,44144,44145,44146,44147,44150,441
52,44155,44156, 44157, 44158, 44160, 44204, 44205,
44206, 44207, 44208, 44210, 44212,44213

Lower extremity

27590, 27592, 27594, 27596, 27598, 27880, 27881, 27882,

amputation

27884, 27886, 27888, 27889

Cholecystectomy

47562,47563,47564,47600,47605,47610,47612,47620

Small Bowel procedures

44050,44010,4020,44021,44050,44055,44110,44120,4412
1,44125, 44130, 44602, 44603, 44604, 44605 ,44615,
44620, 44625, 44626, 44640, 44661, 44700, 44799, 44800,
44180, 44187, 44188, 44200, 44202

Exploratory laparotomy

49000

Femur fracture repair

27235,27236, 27244, 27245, 27248, 27506, 27507, 27509,
27511, 27513

Appendectomy
1

44950,44955,44960,44970

Procedures done in >2% of study sample.

